I
n reconstructive breast surgery, skin-flap quality is an important determinant of surgical outcome. Although the overall rate of complications is low in breast surgery, 1 some patient cohorts may be associated with a significantly higher risk of wound complications.
2, 3 Lin et al 2 found that breast reconstruction in irradiated wound beds has been associated with a greater than 3-fold increase in complications. In addition, many other factors have also been shown to increase the risk of subsequent wound complications in breast surgery, including elevated body mass index, smoking status, diabetes, steroid use, and even the location and type of incision. 3 Given a higher rate of complications in some high-risk incisions in breast surgery, techniques to improve the strength of wound closure are of considerable interest.
The use of periincisional dermal deepithelialization to create extended wound apposition has previously been demonstrated to be a successful technique to close incisions in both perineal/sacral wounds 4 and reduction mammoplasties. 5 In 1 series of 9 patients undergoing sacral resections in previously irradiated tissue beds-a procedure that typically results in a high rate of dehiscence-the use of extended dermal apposition resulted in a satisfactory closure in all cases. 4 In breast surgery, one commonly used technique to minimize the risk of incisional complications in higher risk wounds has been to excise the portions of the skin flap that seem nonviable on visual assessment. In an effort to use this potentially viable tissue, we propose the use of a simple technique to strengthen high-risk wounds in breast reconstruction by increasing dermal apposition through periincisional deepithelialization and the use of an extended dermal flap.
The technique is a modified version of that used by Hartzell et al. 4 The inferior and superior edges of the incision are brought together with a gentle manual pincer grasp. An elliptical line is drawn around the incision approximating the point of superior and inferior dermal contact during the pincer grasp, typically 1 to 1.5 cm inferior and superior to the incision. The portion of the ellipse on the superior flap is deepithelialized (Fig. 1A) . The superior dermal flap is then approximated with the inferior wound edge using interrupted, buried, absorbable deep dermal sutures (Fig. 1B) . A subcuticular suture is used to complete the epidermal closure. The superior dermal flap should overlap significantly with the inferior edge's dermis, allowing for adequate dermal seal.
The use of extended dermal flaps to strengthen the wound closure in high-risk breast incisions is a valuable addition to the reconstructive breast surgeon's armamentarium. The technique is quick and easy to perform, adds 
